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Abstract
Background: Scabies and skin infections are endemic in many Australian Aboriginal communities. There is limited evidence
for effective models of scabies treatment in high prevalence settings. We aimed to assess the level of treatment uptake
amongst clinically diagnosed scabies cases and amongst their household contacts. In addition, we aimed to determine the
likelihood of scabies acquisition within these households over the 4 weeks following treatment provision.
Methods and Findings:We conducted an observational study of households in two scabies-endemic Aboriginal communities
in northern Australia in which a community-based skin health programwas operating. Permethrin treatment was provided for
all householders upon identification of scabies within a household during home visit. Households were visited the following
day to assess treatment uptake and at 2 and 4 weeks to assess scabies acquisition among susceptible individuals. All 40
households in which a child with scabies was identified agreed to participate in the study. Very low levels of treatment uptake
were reported among household contacts of these children (193/440, 44%). Household contacts who themselves had scabies
were more likely to use the treatment than those contacts who did not have scabies (OR 2.4, 95%CI 1.1, 5.4), whilst males (OR
0.6, 95%CI 0.42, 0.95) and individuals from high-scabies-burden households (OR 0.2, 95%CI 0.08, 0.77) were less likely to use the
treatment. Among 185 susceptible individuals, there were 17 confirmed or probable new diagnoses of scabies recorded in the
subsequent 4 weeks (9.2%). The odds of remaining scabies-free was almost 6 times greater among individuals belonging to a
household where all people reported treatment uptake (OR 5.9, 95%CI 1.3, 27.2, p = 0.02).
Conclusion: There is an urgent need for a more practical and feasible treatment for community management of endemic
scabies. The effectiveness and sustainability of the current scabies program was compromised by poor treatment uptake by
household contacts of infested children and high ongoing disease transmission.
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Introduction
Skin infections are a significant cause of morbidity in
disadvantaged settings around the world [1,2]. Scabies and
pyoderma are endemic in many Aboriginal communities in
northern Australia. These conditions cause local morbidity and
contribute substantially to clinic workload and costs [3].
Moreover, the primary bacterial pathogen underlying most
pyoderma in these communities is Group A Streptococcus (GAS),
which can cause a myriad of debilitating secondary complications
[4], including acute nephritis. Recent evidence also suggests a link
between GAS skin infection and rheumatic fever, and conse-
quently rheumatic heart disease [5]. Post-streptococcal disease
rates in Aboriginal Australians are among the highest in the world
[6]. Scabies is thought to underlie the majority of bacterial skin
infections in these communities [7], thus controlling scabies is
critical to improving skin health and reducing the burden of GAS
secondary complications. Scabies is a disease that often accompa-
nies poverty, with high prevalence being consistently associated
with crowded living conditions [8–10].
Previous experience suggests community-based mass-treatment
approaches are likely to be the most effective for control of scabies
and skin sores in remote Aboriginal communities [1,11–13].
Similar models are used to control endemic parasitic and other
diseases around the world [14–16].
Substantial reductions in the prevalence of scabies in endemic
settings have previously been described with mass community
treatment using oral ivermectin [17] and topical permethrin [18,19].
However, sustainability has been difficult to achieve [2,12],
particularly where there is high mobility between communities
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and households. A high level of community participation is critical to
the success of community-based programs such as this. To maximise
treatment uptake during both mass distribution and routine
screening, the treatment must be acceptable and feasible in the
setting to which it will be applied [20].
A skin health program incorporating mass annual distribution of
permethrin cream, routine scabies screening and treatment at the
clinic and in homes, has been operating in the remote Aboriginal
communities of the East Arnhem region of the Northern Territory
since 2004. Over this time, scabies prevalence amongst children in
the region remained unchanged at 13% [21].
Due to the ongoing scabies burden in these communities we
aimed to assess levels of treatment uptake among households in
which one or more members was seen with scabies during routine
screening. We also sought to investigate acquisition of scabies
among household members during the month after the initial visit.
Methods
Setting and population
The study was conducted in two Aboriginal communities
participating in the East Arnhem Regional Healthy Skin Program
in remote northern Australia. A review of presentations to the
community health clinics in 2006 revealed that 63% of infants had
been diagnosed with scabies and 69% with skin sores in the first
year of life [3].
East Arnhem Healthy Skin Program
The skin program included annual mass community treatment
for scabies (a designated ‘‘Healthy Skin Day’’), combined with
ongoing screening, treatment and follow-up of children aged ,15
years in each community. On Healthy Skin Day, all individuals
were encouraged to apply topical permethrin 5% (Lyclear), which
was distributed directly to all households in the community.
Residents were advised to apply the cream all over the body and
leave it on overnight or for a period of at least 8 hours. Healthy
Skin Day was held within the month prior to the commencement
of data collection for this study.
The East Arnhem program included routine skin assessments of
children under 15 years throughout the year, which aimed to
identify and treat reinfestation arising after the mass community
treatment. These were conducted at the community clinic, during
school screening programs and on home visits. Where a child with
scabies was identified, permethrin cream was provided for all
household members. Locally-relevant resources were produced
and used by local workers to teach people about scabies and skin
health during the assessments. The program team included
doctors, nurses, dermatologists, Aboriginal health workers and
locally employed community workers. A Darwin-based team
visited regularly to support the local community workers. The
program had been operating in these communities for 2.5 years
when this nested study commenced.
The nested study population was households where one or more
children had been diagnosed with scabies during routine home
visits. Data were collected between December 2006 and June
2007. Informed written consent was given by all participating
households. This study was approved by the Human Research
Ethics Committee of the Northern Territory Department of
Health and Menzies School of Health Research (Approval
number 04/11).
Study procedures
A member of the Darwin-based team visited each community
every two weeks during the 6-month study period to assist the
community workers in recruitment and follow-up of households.
Children with scabies were identified during home visits for
routine skin screening undertaken as part of the existing skin
health program (Day 0). The first child from a given household
seen with scabies became the index child for that household. In
line with normal skin program practice, the mother/carer of this
child was provided with permethrin cream for all household
members, together with standardised verbal instructions for cream
use. Local guidelines for scabies treatment indicate that all
household members should be treated, regardless of individual
scabies status. Household members included the index case and all
individuals considered by the index child’s mother/carer to be
living in the house at that time, as occurs during normal skin
health program procedures. All household members other than
the index case are referred to as the index cases’ household
contacts. Instructions were given for the index child and all other
household members to use the cream that night. As noted,
provision of treatment was according to normal skin health
program procedures, and was not dependent on participation in
this study.
The date of birth, sex, scabies and skin sore status of each
household member was recorded. Household members with skin
sores were referred to the clinic for treatment.
Recommendations regarding environmental measures to erad-
icate scabies from the household were also provided, which
included washing all clothing and linen. Participation in these
activities was not necessary for an individual or household to be
considered to have participated fully in treatment. Evidence
indicates that the role of fomites in transmission of scabies is
minimal [22,23]. However we consider these environmental
recommendations to be positive public health messages, particu-
larly in a highly overcrowded setting such as this.
On Day 1 we revisited the home and asked the mother/carer
which household members had used the treatment. Treatment
uptake was defined at the individual and household level. For an
Author Summary
Like many impoverished areas around the world, Aborig-
inal communities in Australia experience an unacceptably
high burden of scabies, skin infections, and secondary
complications. Young children are most at risk. Our study
investigated scabies in a remote setting with very high
rates of skin disease, a high level of household overcrowd-
ing, and limited infrastructure for sanitation and preven-
tive health measures. We assessed uptake of scabies
treatment and scabies acquisition following provision of
treatment by a community-based skin program. In a
household where scabies was present, we found that
treatment with topical permethrin cream of all close
contacts can significantly reduce a susceptible individual’s
risk of infection. Our findings also demonstrate the
challenges of achieving a high level of treatment
participation, with limited permethrin use observed
among household contacts. This suggests an urgent need
for a more practical treatment option. International efforts
to reduce childhood morbidity and mortality have
demonstrated the efficacy of numerous child health
interventions but have also highlighted the deficits in
their delivery and implementation. Experiences like this,
where the effectiveness of a coordinated local program
delivering an efficacious intervention is hampered by poor
treatment uptake and ongoing transmission, are an
important and timely message for researchers, program
managers, and policy-makers.
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individual, we accepted either self-report or report from the
primary carer that the household member had used the cream.
Complete household treatment uptake occurred if all household
members were reported to have met the definition for individual
treatment uptake. If household treatment participation was
incomplete, the mother/carer was asked if she could say why
household members had not used the cream.
Subsequent home visits were undertaken on Days 14 and 28 to
screen household members for scabies and skin sores. Additional
permethrin cream was provided as required at these visits.
Utilisation of cream provided after Day 1 was not assessed.
Diagnosis of scabies and skin sores
Scabies was diagnosed clinically by specifically-trained staff,
using accepted criteria and based on the nature and distribution of
characteristic scabies lesions [24,25]. This is the standard and
widely accepted approach to scabies diagnosis in an endemic
setting such as this [17,26,27]. Skin sores were also diagnosed
clinically, based on the presence of any crusted, purulent or dry
sores. Where a household member was not present during the
home visit, we asked the primary carer in the household to report
whether the individual had scabies and/or sores. Findings are
described according to whether a trained Healthy Skin Worker
(HSW) screened the individual or if skin status relied on family
member report.
When measuring scabies acquisition (defined as an individual
who was scabies-free at Day 0 and had a clinical diagnosis of scabies
within 28 days) we classified incident cases as either confirmed or
probable. ‘‘Confirmed’’ scabies acquisition required an individual to
be seen by a HSW both at baseline (with a clinical diagnosis as
scabies-free) and again at a follow-up (clinical diagnosis of scabies)
Report of scabies acquisition by a family member was considered
‘‘probable’’. These were individuals who were: a) clinically
diagnosed as scabies-free at baseline by a HSW and then reported
to have scabies by a family member at the follow-up visit or; b) were
not seen by a HSW at baseline but were reported to be scabies-free
by a family member and were subsequently diagnosed as scabies by
a HSW at follow-up or were reported to have scabies by a family
member at the follow-up visit.
Analyses
Data were analysed using Intercooled Stata 9 (Stata Corpora-
tion, College Station, Texas, USA). Comparisons of continuous
variables across two levels of a binary variable were conducted
using the Mann Whitney U test. For comparison of proportions
between two binary variables, relative risks and 95% confidence
intervals (CI) were calculated. Chi square test or Fisher’s Exact test
were used to test the significance of associations where
appropriate.
To assess the relative contribution of independent (explanatory)
variables to individual treatment uptake, logistic regression
analysis was implemented using the method of marginal models
estimated using Generalised Estimating Equations (GEE) with
information sandwich estimates of variance. GEE was used due to
the potential for clustering among households. An exchangeable
correlational structure was used. These analyses were performed in
Stata using the xtgee command.
In exploring differences between susceptibles who did and did
not acquire scabies over the one-month follow-up period, GEE
was also employed given the potential for clustering by household.
Since subgroups contained small numbers of individuals, there was
insufficient power to test all explanatory variables by multivariate
GEE model. Therefore, simple (univariate) GEE was performed
for each independent variable of interest. This provided a measure
of the significance of the association between acquiring scabies and
each independent variable while controlling for the potential
influence of household clustering.
Results
Description of sample
Forty households participated, involving 596 individuals (40
index children, 556 household contacts). Median household size
was 15.5 persons (IQR 12, 20). At baseline (Day 0), a median of
23.6% (IQR 11.0, 44.7) of individuals in each household had
scabies as determined by either HSW screening or family member
report (Table 1). All households in which a child with scabies was
identified during normal skin program activities agreed to
participate in the study.
Treatment uptake
Index children. Of the 40 index children, 32 (80%) were
reported to have used the cream. A similar level of treatment
uptake among these children was reported in both communities
(RR 1.3, 95%CI 0.91, 1.72) (Figure 1).
Household contacts. Treatment uptake was established for
440 of the 556 household contacts (79%). Most contacts (247/440,
56%) did not use the cream. Household contacts in Community B
were over 6 times more likely to report treatment uptake than
those in Community A (RR 6.5, 95%CI 3.9, 10.9) (Figure 1).
Complete household treatment uptake. Overall,
household treatment uptake information was available for 37 of
the 40 households. Most households (28/37, 76%) did not have
complete treatment uptake amongst all household members. In
almost 20% of households there was no treatment uptake by any
individual (Figure 2).
In Community B, complete treatment uptake amongst members
was reported by 8 of 21 households (38%). In contrast, there was
only one household in Community A (1/16, 6%) where complete
treatment uptake was reported for all household members.
Although not statistically significant, the point estimate for
complete treatment uptake was 6 times higher in Community B
than Community A (RR 6.1, 95%CI 0.85, 43.9). Similarly, there
was a higher proportion of households with no treatment uptake
reported for any household member in Community A, 31% (5/
16), compared to Community B, 9.5% (2/21) (Figure 2).
Barriers to treatment uptake were reported by the mother/carer
in 24 of the 28 households with either incomplete or no treatment
use. These barriers included the treatment not being a priority
(n = 15, 54%), that individuals without scabies felt they did not
need to use the cream (n = 11, 46%) and that individuals didn’t
want to use the cream as it was uncomfortable, hot and sticky
(n = 10, 42%).
Factors associated with treatment uptake. Households
reporting complete treatment uptake had a significantly lower
median household scabies burden at initial assessment (proportion
of household members with scabies) than those reporting
incomplete treatment uptake: 11% vs. 26%, Z= 1.97, p = 0.04.
In contrast, household crowding (persons per bedroom) was
similar among households reporting incomplete or complete
treatment uptake (4.0 vs. 3.5 persons per bedroom, respectively)
(Z = 0.67, p= 0.50).
The odds of treatment uptake was 2.4 times greater among
household contacts with scabies compared to those without (OR
2.4, 95%CI 1.1, 5.4) (Table 2). By contrast, the odds of treatment
uptake was significantly less among males (OR 0.6, 95% CI 0.42,
0.95), individuals from households with a high scabies burden (OR
0.2, 95% CI 0.08, 0.77), and individuals from Community A (OR
Community Management of Endemic Scabies
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0.2, 95% CI 0.05, 0.69). There was no evidence that age (OR 1.0,
95% CI 0.99, 1.01) or household crowding (OR 1.2, 95% CI 0.4,
4.0) influenced treatment uptake.
Acquisition of scabies
Household contacts at risk of scabies. In total, there were
349 individual household contacts who did not have scabies at
baseline (Day 0). Of these, 164 were lost to follow up. Among the
remaining 185 susceptible individuals, there were 9 confirmed
incident cases of scabies and 8 probable incident cases over the 4-
week follow-up period. Including both confirmed and probable
cases, the acquisition rate was 9.2% (17/185). This was 5 times
greater (RR 5.2, 95%CI 2.2, 12.2) in Community A (32%, 7/22)
than Community B (6%, 10/163).
Remaining scabies-free. Among the individuals who did
not have scabies at baseline, remaining scabies-free was not
associated with individual treatment use (OR 1.3, 95%CI 0.4, 3.9,
p = 0.6); however the odds of remaining scabies-free was almost 6
times greater among individuals belonging to a household where
all people reported treatment uptake (OR 5.9, 95%CI 1.3, 27.2,
p = 0.02). Those who acquired scabies were significantly younger
(median 4.8 years, IQR 2.3,7.4) than those who did not acquire
scabies (median 25.8 years, IQR 11.9,38.7) (Z = 4.8, p,0.0001).
There was no evidence that household crowding (OR 1.0, 95%CI
0.6, 1.7, p = 0.09) or household scabies burden (OR 1.0, 95%CI
0.9, 1.0, p = 0.7) were associated with likelihood of acquiring
scabies among these individuals.
The GEE analyses of confirmed and probable incident cases
provides adjustment for potential clustering by household. Whilst
small numbers preclude a similar analysis amongst the confirmed
cases alone, we have undertaken a secondary analysis (without
controlling for household clustering) to compare the risk factors for
the ‘‘confirmed’’ scabies cases against those household contacts
who did not acquire scabies. Here, consistent with the findings
from the GEE analysis, we found those with ‘‘confirmed’’ scabies
acquisition were more likely to come from a household that did
not have complete treatment uptake and were much younger than
those household contacts who did not acquire scabies (Table 3).
A comparison of susceptible individuals lost to follow up
(n= 164) and those for whom scabies status over the 4-week period
was obtained (n= 185) revealed two significant differences between
these groups. Individuals were significantly more likely to be
followed-up if they belonged to households with complete
treatment uptake (43.1% vs. 14.9%, RR 1.75, 95%CI 1.5,2.1),
and if they were reported to have used the treatment themselves
(62.2% vs. 39.6%, RR 1.5, 95%CI 1.2, 1.9).
Discussion
Our study is the first to investigate levels and determinants of
treatment uptake in a scabies endemic setting. Treatment uptake
among index children was over 70%, suggesting that it is possible
to achieve high levels of individual treatment use. However,
treatment uptake among the household contacts of these children
was poor and there were very few households in which all
members were reported to have used the treatment. We are likely
to have achieved a higher level of uptake in this study sample than
would otherwise have occurred, given that householders were
aware we would return the following day. Routine Healthy Skin
program procedures do not include this home visit the day after
treatment provision. In addition, self-reported treatment uptake is
likely to be subject to reporting bias, which may also have resulted
in an overestimation of treatment uptake. Therefore, even under
circumstances of increased motivation to use the treatment and
potential over-reporting of uptake, observed rates of treatment use
were still very poor amongst household contacts. This low
participation in treatment has important implications for the
Table 1. Description of participating households and individuals in each community.
Community A Community B p Total
Households N=18 N=22 N=40
Persons per household^* 14.0 (12, 18) 18.0 (14, 21) ,0.001 15.5 (12, 20)
Crowding^ (persons per bedroom) 4.3 (3.3, 5.3) 4.5 (3.5, 5.3) 0.510 4.3 (3.5, 5.3)
% householders under 5 years^ 14.4 (9.6, 22.0) 20.5 (14.9, 24.7) 0.134 17.9 (12.3, 24.1)
Household scabies burden at Day 0^* (% householders
with scabies)
33.3 (17.1, 50) 16.2 (9.1, 26.3) ,0.001 23.6 (11.0, 44.7)
% householders screened at Day 0^ 47.7 (27.6, 67.2) 44.5 (33.3, 66.3) 0.946 46.4 (31.0, 67.1)
Individuals
Index children N=18 N=22 N=40
Age (years)^ 3.9 (1.1, 10.8) 2.7 (0.7, 5.5) 0.265 3.4 (1.0, 5.9)
Sex (% male) 50% (n = 9) 50% (n = 11) 1.0 50% (n = 20)
Scabies at Day 0& 100% (n = 18) 100% (n = 22) 1.0 100% (n = 40)
Contacts N=221 N=335 N=556
Age (years)^ 19.0 (7.8, 33.5) 22.0 (6.5, 33.2) 0.973 20.2 (7.4, 33.4)
Sex (% male)# 50.5% (n = 110/218) 51.4% (n = 165/321) 0.830 51.0% (n = 275/539)
Scabies at Day 0#*+ 21.7% (n = 30/138) 12.7% (n = 35/276) 0.017 15.7% (n = 65/414)
^Values are median (IQR).
#Individuals with unknown status (missing data) have not been included – denominator for calculation of percent is individuals with known values.
*Significant difference between Community A and Community B (p,0.05), Wilcoxon Rank Sum test for continuous variables, Chi Square for categorical variables.
&All cases diagnosed by Healthy Skin Worker (HSW).
+In Community A, 13 cases diagnosed by HSW, 17 by family report. In Community B, 22 cases diagnosed by HSW, 13 by family report.
doi:10.1371/journal.pntd.0000444.t001
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likelihood that sustained reductions in scabies burden can be
achieved with the community-based model employed here.
Our findings support current recommendations for universal
treatment of close contacts where scabies is present, with the odds
of scabies acquisition being greatest among young children and
individuals in households with incomplete treatment uptake. Even
in an endemic setting characterised by high mobility between
households, universal treatment among family members in
households where scabies was present significantly reduced the
likelihood of acquisition among susceptible individuals. This is
critical to protect young children, who are most at risk of infection.
However, we have also demonstrated that the current approaches
Figure 2. Percentage of households reporting complete or incomplete treatment uptake among households members in each
community and combined.
doi:10.1371/journal.pntd.0000444.g002
Figure 1. Reported treatment uptake among index children (A) and household contacts (B) in each community and in total.
Denominator used in calculation of percentage includes individuals with unknown status.
doi:10.1371/journal.pntd.0000444.g001
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to achieving universal treatment are neither feasible nor effective
in this setting. Although there was an established community-
based control program in the two communities in which this study
was conducted, we observed a very high level of secondary
transmission. While the risk of secondary transmission remained
unacceptably high in both communities, it was five times higher in
Community A than Community B. The former had both a
comparatively higher household burden of scabies and lower levels
of treatment uptake amongst household contacts, which helps to
explain the differential.
Overall, reported treatment uptake was poorest in settings with
a high scabies burden. This was observed at both the community
level and at the household level. As noted, Community A had a
higher median household scabies burden compared to Commu-
nity B, and significantly less treatment uptake. In addition,
irrespective of community of residence, an individual from a
household with a high scabies burden was less likely to use the
treatment than an individual from a household with a low scabies
burden. The depressing reality for many households in these
communities may well be that scabies has become part of life. At
the individual level, treatment failure, or failure of others to
adequately treat, creates an ongoing cycle of scabies transmission
within both the household and the community. This may well
contribute to the likelihood that those households with high scabies
burden become increasingly less likely to treat.
A number of community-based initiatives have documented a
sustained reduction in scabies burden in endemic settings using
topical permethrin. In Panama, directly observed permethrin
treatment of all inhabitants of an island community, together with
ongoing surveillance and treatment of new cases, resulted in a
significant reduction in scabies prevalence [18]. Similar results
have previously been reported in Australian Aboriginal commu-
nities without the requirement of directly observed treatment
[12,13]. That the achievements of previous programs have not
been observed here may reflect community-specific factors, such as
social or environmental characteristics, which may not be
generalisable to other communities or regions. Indeed, even in
the current study we identified marked differences in treatment
participation and household scabies burden between the two
participating communities. Furthermore, given the low levels of
treatment participation observed here, it seems unlikely that
complete participation would have been achieved during the mass
community treatment event that took place in the weeks prior to
our study. If a substantial and rapid reduction in community
scabies prevalence could be achieved through complete participa-
tion in mass treatment, the subsequent management of new cases
at the household level may be a more feasible and effective
approach. However, the high level of movement within and
between households and communities would still present signifi-
cant challenges to maintaining a low prevalence of scabies.
The difficulty in achieving a sustained reduction in scabies
burden in these settings has previously been recognised [2,12,18].
In Australia and many other countries, topical preparations such
as permethrin cream are the only approved treatment for
community management of scabies. The practicality of topical
treatment for the community management of endemic scabies has
been questioned [9,25]. Indeed, several characteristics of the
treatment and setting give reason to doubt that a sustained
reduction in scabies prevalence can be achieved with this
approach. Environmental factors make total-body topical treat-
ment impractical. These factors include the large number of
people in each house, high heat and humidity, limited opportu-
nities for privacy to apply the cream [1], and poor infrastructure
for washing it off [28]. When complete treatment uptake does
occur, there is a strong likelihood of rapid reinfestation due to the
high prevalence of scabies, overcrowding and frequent movement
between households and communities. A realistic consequence of
this is low motivation to repeat the treatment process.
The likelihood of individual participation in treatment for the
community management of endemic parasitic infection has been
linked to expected personal benefit and expected personal cost
[29]. It seems likely that the low level of uptake observed here,
particularly where there is a high burden of scabies, is
symptomatic of low motivation to participate in a treatment
Table 3. Comparison of confirmed incident cases and non-cases.
Acquired scabies (N=9) Did not acquire scabies (N=168)
Individual treatment uptake Yes 62.5% (5/8) Yes 63.0% (102/162) RR 1.2, 95%CI 0.33, 4.64
Belongs to household with complete
treatment uptake*
Yes 0% (0/9) Yes 46.1% (76/165) RR, 95%CI – N/A; p = 0.005
Age^ (years)* 5.8 (11.3,2.3) 25.8 (38.7,11.9) Z = 3.2, p = 0.001
Household crowding^ 4.0 (5.3, 3.5) 4.0 (5.3, 3.5) Z = 0.09, p = 0.930
Household scabies burden 8.3 (26.7, 5.3) 15.8 (25.0, 7.7) Z = 1.05, p = 0.295
^Median (IQR).
*Significant difference between confirmed incident case and non-case.
Note where there are individuals with unknown status, % has been calculated based on total individuals with known status.
N/A -point estimate and confidence intervals cannot be calculated due to nil value.
doi:10.1371/journal.pntd.0000444.t003
Table 2. Multivariate GEE model of factors associated with
individual treatment uptake among household contacts.
OR 95% CI
Scabies* 2.4 1.10, 5.43
Sores 2.3 0.88, 5.86
Age 1.0 0.99, 1.01
Household crowding 1.2 0.36, 4.04
Sex (male)* 0.6 0.42, 0.95
Community* 0.2 0.05, 0.69
Household scabies burden* 0.2 0.08, 0.77
*Significant association with individual treatment uptake.
OR odds ratio, CI confidence interval.
doi:10.1371/journal.pntd.0000444.t002
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regime that is onerous (high time and inconvenience) and has been
seen to have limited effectiveness (low personal benefit). This is
supported by the reasons cited for non-participation in treatment,
the most common of which was that using the treatment wasn’t a
priority. Many also reported the inconvenience and unpleasant-
ness of the treatment to be a key barrier to use.
Of additional concern is the potential for the development of
drug resistance [30,31] when such long-running community disease
control programs achieve only limited participation and disease
reduction. Concerns regarding mite resistance to permethrin have
recently been described in a number of Aboriginal communities in
northern Australia [32,33]. Thus it is possible that even if greater
levels of treatment participation could be achieved, resistance to this
treatment may undermine any potential impact on disease burden.
These findings demonstrate an urgent need for a more suitable
treatment for scabies to reduce the burden in endemic settings.
Oral ivermectin has demonstrated success in the community
management of endemic scabies [17,26,27]. For example, in the
Solomon Islands, mass ivermectin administration to all residents of
a small number of islands, combined with treatment of any
individuals subsequently entering or returning to the communities,
reduced scabies prevalence from 25% to ,5% after four months,
and was subsequently sustained at ,1% [17].
Ivermectin is also widely used in community control of other
parasitic infestations. Since 1987, it has been used extensively in
community-based mass treatment programs in Africa and Latin
America to control endemic onchocerciasis [34]. The Global
Programme to Eliminate Lymphatic Filariasis recently reported
that between 2000 and 2007, 149 million treatments of ivermectin
had been given through community-based mass drug administra-
tion in 12 African countries [35]. Ivermectin is also effective
against other parasitic infestations that can occur in high-scabies
burden settings, such as strongyloidiasis [26], which is endemic in
many Australian Aboriginal communities [36].
Ivermectin is not currently approved for the mass community
management of scabies in Australia. Notwithstanding, a growing
body of literature indicates it is safe and effective when used in
mass drug treatment programs and is ideally suited for use in the
community as it is a single oral dose that is easily administered. In
2003, it was estimated that 6 million people worldwide had taken
ivermectin for various parasitic infestations with no serious drug-
related adverse events reported [37]. Contributing to the safety
profile is the accumulation of non-event data among pregnant
women [38–40].
While ivermectin presents a viable alternative for the manage-
ment of scabies, especially where compliance with topical
treatment is improbable or impractical [34,37], the provision of
a more practical treatment alone is unlikely to completely resolve
the low treatment participation seen here. Many households cited
reasons for non-participation that may not be readily resolved
simply with a more practical treatment. For example, there is an
enduring perception that individuals without scabies do not need
to be treated. Factors that have been identified as important for
treatment participation and program success in mass ivermectin
administration include strong community education and aware-
ness-raising, engaging well-trained health workers who are trusted
and respected by the community, and community involvement
and ownership in the program [41–43]. It will be critical to
consider such factors in the implementation of any initiative to
reduce the burden of scabies in these communities, and to work
together with communities to better understand household and
individual barriers to program participation.
Our study has several limitations that are inherent to research in
this setting. With large and transient family groups, the concept of
a household unit is tenuous and follow-up of individuals is
compromised. While complicating data collection, this also further
highlights the challenge of infectious disease management at the
household level. In our study, almost half of the susceptible
individuals were lost to follow up. We must therefore consider the
possibility that those individuals who were followed up represent a
biased sample of the population at risk. Those who were lost to
follow up were significantly less likely to belong to a household in
which all members used the treatment, and less likely to use the
treatment themselves. This suggests that we have missed a segment
of the susceptible population that may indeed be at a higher risk of
acquiring scabies, and we may therefore have underestimated
acquisition.
Where a household member was unwilling or unavailable to
participate in skin screening, a family member reported scabies
status for that individual. Ideally, all household members would
have been available for skin screening. The presence of itching and
visible skin lesions in a household where scabies is known to be
present has been reported to be highly specific [11]. Notwith-
standing, here we have distinguished between scabies cases
diagnosed by a trained worker (confirmed case) and those reported
by a family member (probable case) in order to mitigate any
potential impact of this on the validity of our data.
There is limited evidence for the effective, long-term manage-
ment of scabies in high prevalence areas [44]. Achieving a
significant reduction in infectious disease burden in an endemic
setting requires a high level of treatment coverage among those
exposed to the disease. Here we have demonstrated a lower
likelihood of scabies acquisition when all close contacts participate
in treatment. This emphasises the importance of all close contacts
of scabies cases being treated, whether symptomatic or not. This is
recommended in all settings where scabies is present. However,
achieving this high level of participation in treatment can pose a
considerable challenge. Our findings indicate that the long-term
management of scabies with topical permethrin has not been
effective, as evidenced by low rates of treatment uptake and
ongoing transmission. These results support the notion that, in
controlling infectious diseases such as scabies at the community
level, it is critical that the treatment be appropriate, acceptable
and feasible in the setting to which it will be applied. It is also
fundamental to recognise that the eradication of scabies and other
infectious diseases in these settings cannot be achieved by
treatment alone. To realise a significant and sustained reduction
in disease burden requires that the underlying environmental and
social conditions that promote such poor health be addressed.
Acknowledgments
The authors gratefully acknowledge the contribution of Ms Dipilinga
Basma Marika, Ms Roslyn Gundjirryirr, Dr Obioha Ukoumunne, Ms
Paige Shreeve, Ms Charmaine Hird and Ms Kylie Carville. The assistance
and support of the community workers, clinic staff and community
members is greatly appreciated.
Author Contributions
Conceived and designed the experiments: SFLV TK CC SC JC RA.
Performed the experiments: SFLV TK. Analyzed the data: SFLV TK RA.
Contributed reagents/materials/analysis tools: SFLV. Wrote the paper:
SFLV TK CC SC JC RA. Academic supervision of the first author: SC
RA.
Community Management of Endemic Scabies
www.plosntds.org 7 May 2009 | Volume 3 | Issue 5 | e444
References
1. Hay R, Bendeck SE, Chen S, Estrada R, Haddix A, et al. (2006) Skin Diseases.
In: Jamison DT, Breman JG, Measham AR, Alleyne G, Claeson M, et al., eds.
Disease Control Priorities in Developing Countries, 2nd ed. Washington D.C.:
IBRD/The World Bank & Oxford University Press.
2. Hengge UR, Currie BJ, Jager G, Lupi O, Schwartz RA (2006) Scabies: a
ubiquitous neglected skin disease. Lancet Infect Dis 6: 769–779.
3. Clucas DB, Carville KS, Connors C, Currie BJ, Carapetis JR, et al. (2008)
Disease burden and health-care clinic attendances for young children in remote
aboriginal communities of northern Australia. Bull World Health Organ 86:
275–281.
4. Martin JM, Green M (2006) Group A streptococcus. Semin Pediatr Infect Dis
17: 140–148.
5. McDonald M, Currie BJ, Carapetis JR (2004) Acute rheumatic fever: a chink in
the chain that links the heart to the throat? Lancet Infect Dis 4: 240–245.
6. Carapetis JR, McDonald M, Wilson NJ (2005) Acute rheumatic fever. Lancet
366: 155–168.
7. Currie BJ, Carapetis JR (2000) Skin infections and infestations in Aboriginal
communities in northern Australia. Australas J Dermatol 41: 139–143, quiz
144–145.
8. Currie BJ, Connors CM, Krause VL (1994) Scabies programs in aboriginal
communities. Med J Aust 161: 636–637.
9. Heukelbach J, Feldmeier H (2006) Scabies. Lancet 367: 1767–1774.
10. Hegazy AA, Darwish NM, Abdel-Hamid IA, Hammad SM (1999) Epidemiol-
ogy and control of scabies in an Egyptian village. Int J Dermatol 38: 291–295.
11. Mahe A (2001) Bacterial skin infections in a tropical environment. Curr Opin
Infect Dis 14: 123–126.
12. Wong LC, Amega B, Barker R, Connors C, Dulla ME, et al. (2002) Factors
supporting sustainability of a community-based scabies control program.
Australas J Dermatol 43: 274–277.
13. Carapetis JR, Connors C, Yarmirr D, Krause V, Currie BJ (1997) Success of a
scabies control program in an Australian aboriginal community. Pediatr Infect
Dis J 16: 494–499.
14. Molyneux DH, Bradley M, Hoerauf A, Kyelem D, Taylor MJ (2003) Mass drug
treatment for lymphatic filariasis and onchocerciasis. Trends Parasitol 19:
516–522.
15. Solomon AW, Holland MJ, Alexander ND, Massae PA, Aguirre A, et al. (2004)
Mass treatment with single-dose azithromycin for trachoma. N Engl J Med 351:
1962–1971.
16. Rekart ML, Patrick DM, Chakraborty B, Maginley JJ, Jones HD, et al. (2003)
Targeted mass treatment for syphilis with oral azithromycin. Lancet 361:
313–314.
17. Lawrence G, Leafasia J, Sheridan J, Hills S, Wate J, et al. (2005) Control of
scabies, skin sores and haematuria in children in the Solomon Islands: another
role for ivermectin. Bull World Health Organ 83: 34–42.
18. Taplin D, Porcelain SL, Meinking TL, Athey RL, Chen JA, et al. (1991)
Community control of scabies: a model based on use of permethrin cream.
Lancet 337: 1016–1018.
19. Wong LC, Amega B, Connors C, Barker R, Dulla ME, et al. (2001) Outcome of
an interventional program for scabies in an Indigenous community. Med J Aust
175: 367–370.
20. Desmond N, Solomon AW, Massae PA, Lema N, Anemona A, et al. (2005)
Acceptability of azithromycin for the control of trachoma in Northern Tanzania.
Trans R Soc Trop Med Hyg 99: 656–663.
21. Andrews RM, Kearns T (2007) East Arnhem Regional Healthy Skin Project:
Final Report. Darwin: Menzies School of Health Research.
22. Lloyd CR (1998) Washing machine usage in remote aboriginal communities.
Aust N Z J Public Health 22: 695–699.
23. Mellanby K (1941) The transmission of scabies. Br Med J 2: 405–406.
24. Chouela E, Abeldano A, Pellerano G, Hernandez MI (2002) Diagnosis and
treatment of scabies: a practical guide. Am J Clin Dermatol 3: 9–18.
25. Chosidow O (2000) Scabies and pediculosis. Lancet 355: 819–826.
26. Heukelbach J, Winter B, Wilcke T, Muehlen M, Albrecht S, et al. (2004)
Selective mass treatment with ivermectin to control intestinal helminthiases and
parasitic skin diseases in a severely affected population. Bull World Health
Organ 82: 563–571.
27. Bockarie MJ, Alexander ND, Kazura JW, Bockarie F, Griffin L, et al. (2000)
Treatment with ivermectin reduces the high prevalence of scabies in a village in
Papua New Guinea. Acta Trop 75: 127–130.
28. Bailie RS, Carson BE, McDonald EL (2004) Water supply and sanitation in
remote indigenous communities–priorities for health development. Aust N
Z J Public Health 28: 409–414.
29. Miguel E, Kremer M (2004) The Illusion of Sustainability. Cambridge, MA:
National Bureau of Economic Research.
30. Geerts S, Gryseels B (2000) Drug resistance in human helminths: current
situation and lessons from livestock. Clin Microbiol Rev 13: 207–222.
31. Hernandez-Perez E (1983) Resistance to antiscabietic drugs. J Am Acad
Dermatol 8: 121–123.
32. Mounsey KE, Holt DC, McCarthy J, Currie BJ, Walton SF (2008) Scabies:
molecular perspectives and therapeutic implications in the face of emerging drug
resistance. Future Microbiol 3: 57–66.
33. Pasay C, Arlian L, Morgan M, Gunning R, Rossiter L, et al. (2009) The effect of
insecticide synergists on the response of scabies mites to pyrethroid acaricides.
PLoS Negl Trop Dis 3: e354. doi:10.1371/journal.pntd.0000354.
34. Dourmishev AL, Dourmishev LA, Schwartz RA (2005) Ivermectin: pharmacol-
ogy and application in dermatology. Int J Dermatol 44: 981–988.
35. Ottesen EA, Hooper PJ, Bradley M, Biswas G (2008) The global programme to
eliminate lymphatic filariasis: health impact after 8 years. PLoS Negl Trop Dis 2:
e317. doi:10.1371/journal.pntd.0000317.
36. Fisher D, McCarry F, Currie B (1993) Strongyloidiasis in the Northern
Territory. Under-recognised and under-treated? Med J Aust 159: 88–90.
37. Fawcett RS (2003) Ivermectin use in scabies. Am Fam Physician 68: 1089–1092.
38. Pacque M, Munoz B, Poetschke G, Foose J, Greene BM, et al. (1990) Pregnancy
outcome after inadvertent ivermectin treatment during community-based
distribution. Lancet 336: 1486–1489.
39. Ndyomugyenyi R, Kabatereine N, Olsen A, Magnussen P (2008) Efficacy of
ivermectin and albendazole alone and in combination for treatment of soil-
transmitted helminths in pregnancy and adverse events: a randomized open
label controlled intervention trial in Masindi district, western Uganda. Am J Trop
Med Hyg 79: 856–863.
40. Gyapong JO, Chinbuah MA, Gyapong M (2003) Inadvertent exposure of
pregnant women to ivermectin and albendazole during mass drug administra-
tion for lymphatic filariasis. Trop Med Int Health 8: 1093–1101.
41. Nuwaha F, Okware J, Ndyomugyenyi R (2005) Predictors of compliance with
community-directed ivermectin treatment in Uganda: quantitative results. Trop
Med Int Health 10: 659–667.
42. Nuwaha F, Okware J, Ndyomugyenyi R (2004) Predictors for compliance with
community directed ivermectin treatment in Bushenyi district of Uganda:
qualitative results. East Afr Med J 81: 92–96.
43. Katabarwa NM, Mutabazi D, Richards FO Jr (2000) Controlling onchocerciasis
by community-directed, ivermectin-treatment programmes in Uganda: why do
some communities succeed and others fail? Ann Trop Med Parasitol 94:
343–352.
44. Strong M, Johnstone PW (2007) Interventions for treating scabies. Cochrane
Database Syst Rev 2007: CD000320.
Community Management of Endemic Scabies
www.plosntds.org 8 May 2009 | Volume 3 | Issue 5 | e444
